Summary: We report a relatively rare case of lymphoepithelial cyst of the pancreas. The patient, a 43-year-old man with no subjective symptoms, was found to have a pancreatic tumor during a physical examination. Based on the ultrasonographic and abdominal computed tomographic findings, a pancreatic cystic tumor was diagnosed. Endoscopic retrograde pancreatography showed a normal duct system. Enucleation was easily performed. Macroscopically, the cyst resembled an atheroma. Histopathologic examination disclosed lymphoepithelial cyst of the pancreas.
INTRODUCTION
Lymphoepithelial cysts of the pancreas (LECP) are rare lesions. They are squamous cell-lined cysts closely associated with the pancreas, filled with keratinized material and surrounded by lymphoid tissue [1] . To our knowledge there have been 32 reported cases in the English literature. We describe a case of lymphoepithelial cyst located in the head of the pancreas and review the literature.
CASE REPORT
A 43-year-old man was referred to our hospital, since he was found to have a cystic lesion in the head of the pancreas by an abdominal ultrasonography (US). His family and past medical history was unremarkable. Laboratory data on admission were about normal, including tumor markers such as carcinoembryonic antigen (CEA) or carbohydrate antigen (CA 19-9). On US, the mass was found to be cystic (Fig. la) . Computed tomography (CT) showed a hypodense lesion in the pancreatic head without invasive signs to the adjacent tissues (Fig. lb) 
DISCUSSION
Lymphoepithelial cyst is a cystic lesion lined by mature keratinizing squamous epithelium supported by distinct lymphoid tissue. Recently, it has been suggested that it arises from a benign epithelial inclusion in a parapancreatic lymph node [2] , but in another report lymphoepithelial cysts are considered Macroscopically, the cysts contained keratinous debris, and were multilocular in 16 cases and unilocular in 13, as in our case.
Surgical therapy is the only way of guaranteeing resolution.
The surgical treatment consisted of enucleation or enucleoresection in 19 cases, as in our case, and distal pancreatectomy in 4 cases, and pancreatoduodenectomy in only one case. Enucleation of the tumor is the best procedure if there are no tenacious adhesion to the pancreatic tissue and no risk of laceration with consequent hemorrhage or fistula. LECP should be considered in the differential diagnosis of cystic lesions of the pancreas. Preoperative diagnosis is difficult. According to several reports [9, 19] , percutaneous fine needle aspiration biopsy (PFNAB) may be helpful in reaching a correct diagnosis of LECP. But PFNAB sometimes failed to provide a diagnosis [8] .
The histogenesis of LECP is not yet clear and many hypotheses have been reported: 1) Squamous metaplasia of an obstructed and dilated pancreatic duct which subsequently protrudes into a peripancreatic lymph node [2, 5] . 2) Fusion of a peripancreatic lymph node with the pancreatic parenchyma during ontogeny [6] . 3) Development from misplaced branchial cleft tissue fused with the pancreas during embryogenesis [1, 8] , or from a lymph node that contains epithelial inclusion or ectopic pancreas [5] .
In conclusion, LECP is a relatively rare benign lesion that requires a great effort to be diagnosed preoperatively. There are no radiological or serological specific findings to distinguish LECP from other cystic pancreatic lesions. The surgical excision of the lesion seems to be the appropriate therapy in symptomatic patients or when a precise preoperative diagnosis is not achieved, whereas in asymptomatic patients with a morphologic preoperative diagnosis, the cyst may be left in place, and the patients d inically followed up [12] . As squamous cell carcinoma or mucoepidermoid carcinoma sometimes arise from the epithelium of lateral neck branchial cleft cysts, the possibility of associated malignancy should be kept in mind [7] .
